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Available online 10 July 2016Walled-off necrosis of the pancreas is defined as a mature,
encapsulated collection of pancreatic and/or peripancre-
atic necrosis that has developed a well-defined inflamma-
tory wall. It usually occurs > 4 weeks after onset of
necrotizing pancreatitis [1]. Minimally invasive techniques
are thought to induce less physiological stress as compared
with open surgical necrosectomy [2].
We report one case of successful drainage of walled-off
necrosis of the pancreas by endoscopic transluminal
drainage. This was a 52-year-old man who had just been
admitted for acute necrotizing pancreatitis. Abdominal
computed tomography (CT) showed extensive abscess for-
mation in the retroperitoneum complicated with ascites
(Figure 1, left). He received CT-guided percutaneous
drainage and the drainage catheter was removed because
of poor function. Endoscopic retrograde pancreatography
revealed a tortuous pancreatic duct, which communicated
with the peripancreatic abscess cavity. Thus, a pancreatic
duct stent was inserted. However, the following abdominal
CT 3 months later still showed a large walled-off pancreatic
necrosis (Figure 1, right upper). We performed endoscopic
ultrasound (EUS) puncture from the stomach to the walled-* Corresponding author. Department of Internal Medicine, Mackay M
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(Figure 2).
Immediately after EUS-guided cystogastrostomy, a large
volume of brown fluid was drained into the stomach. Nine
days after the procedure, abdominal CT demonstrated that
the lesion size was decreasing (Figure 1, right lower). The
clinical symptoms also improved.
In patients with walled-off pancreatic necrosis with
minimal symptoms, medical management without a
drainage procedure is suggested. For patients who have
large, symptomatic lesions, a drainage procedure should be
considered. There are several options including surgical,
transluminal, and percutaneous drainage.
EUS-guided cystogastrostomy is a less invasive inter-
vention, with >90% being technically successful, with a
10e15% morbidity rate [3,4]. Complications include sec-
ondary infection, bleeding, perforation, and stent migra-
tion. The most serious cause of bleeding is endoscopic
puncturing of unrecognized pseudoaneurysms. Thus, pre-
procedural imaging studies such as CT scan are important to
observe the lesion in detail and to avoid these
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Figure 2 Endoscopic-ultrasound-guided puncture with 19G fine-needle aspiration biopsy needle was performed in the peri-
pancreatic necrosis (Left), then two double-pigtail stents were inserted for drainage (Right).
Figure 1 This patient had pancreatitis and extensive lobulated abscess formation in retroperitoneum and left pararenal space
complicated with dirty ascites (Left). Three months later, abdominal CT still demonstrated a large walled-off necrosis with
liquefaction in the peripancreatic space (Arrow), up to 17.3 cm in length (Right upper). Subsequent abdominal CT showed shrinkage
of the necrosis after endoscopic-ultrasound-guided transluminal drainage (Right lower). CT Z computed tomography.
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